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Introduction

The beginning of a new millenium has ushered in a new era of double-digit health care cost
and health insurance premium increases.  Near the end of the last decade, small employer
health insurance rates started rising at increasing rates.  Subsequently, large employers also
began experiencing significant increases in health insurance costs.  It quickly became
apparent that health care inflation was about to become a major problem for employers,
employees and policymakers alike.

Whenever there is an examination of health insurance costs, the subject of government
mandated benefits in health insurance policies will arise.  Government mandates are benefits
an insurer is required by law to include in certain types of health insurance policies.  The
debate over mandates is usually framed in economic vs. public policy terms.  Parties opposed
to statutorily mandated benefits argue that health insurance mandates drive up the cost of
employer-sponsored health care, potentially increasing the number of uninsured individuals.
In addition, they point out state-imposed mandates create an uneven playing field with self-
funded employer health benefit plans exempt from state mandate laws by ERISA.  Proponents
of health insurance mandates argue that the social benefits and need for the mandates
outweigh the cost.

The primary focus of this report is an examination of the costs of selected health insurance
mandates in Wisconsin for group health insurance and individual health insurance policies
offered by the largest writers of health insurance in Wisconsin.  The report does not attempt to
draw conclusions regarding the mandates other than to provide comparisons with previous
mandate studies.  Also reviewed for comparison purposes is the level of benefits similar to the
mandates provided by insurers who administer health plans for self-funded ERISA exempt
employer health plans.  This information reflects only a small portion of the self-funded plans
and should not be considered  to be a representative sample. In addition, the report identifies
the cost of benefits for plans that provide benefits in excess of the amount required by the
mandates.  This report does not examine the merits of the mandates surveyed.

Background

Large increases in small employer health insurance premiums led to the creation of the
Governor’s Small Employer Health Insurance Task Force.  The task force was charged with
examining the conditions surrounding the small employer health insurance market and making
recommendations to the Governor.  To fulfill this charge, the task force requested information
regarding mandated health insurance benefits in Wisconsin and other states.

After a brief examination of recent health insurance mandate studies conducted in Wisconsin
and other states the task force determined that current data relating to Wisconsin’s health
insurance mandates was needed.  The task force recommended to the Governor that a study
of Wisconsin health insurance mandates be conducted.  Previously, the Office of the
Commissioner of Insurance (OCI) conducted studies of selected health insurance mandates
for the years 1987-1990.  Governor Scott McCallum accepted the task force’s
recommendations and directed OCI to conduct the survey.
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Previous Mandate Study

In 1990, OCI reported on a three-year study of selected mandated benefits.  The top ten
writers of group health insurance in Wisconsin were asked to report on the business of
calendar years of 1987, 1988 and 1989.  All insurers surveyed were asked to report on their
group health business.  Additionally, those insurers that operate an administrative services
only (ASO) business were asked to report separately for that business.  ASO contracts are
those in which an insurer contracts with a self-funded employer to collect premiums and pay
claims without assuming any of the insurance risk which is retained and borne by the
employer.  These contracts are not subject to Wisconsin insurance law and therefore are not
required to provide the mandated benefits.  A copy of this survey detailing the mandates
surveyed and results is available at the following website
http://www.legis.state.wi.us/lc/2002studies/MHP/oci17_10II.pdf.   The survey found that as a
percent of premium the mandates selected had the following results:

Average Cost as a % of Total Benefits
Mandate 1987                1988                1989    

Mental Health & AODA 5.08 4.82 4.77
Diabetes 0.14 0.18 0.13
Home Health 0.09 0.08 0.19
Skilled Nursing Care 0.13 0.08 0.16
Kidney 0.25 0.31 0.30
Chiropractic* N/A 1.67 2.34
(*Chiropractic mandate became effective in 1988)
Total 5.70 7.13 7.89

As the table below demonstrates, the survey also calculated the percentage of benefits paid in
excess of the mandated benefit level.

Average Excess Benefits as a %
of Total Benefits

Mandate 1987                1988                1989    

Mental Health & AODA 1.03 0.82 1.74
Diabetes 0.00 0.00 0.00
Home Health 0.01 0.03 0.03
Skilled Nursing Care 0.03 0.03 0.02
Kidney 0.04 0.06 0.03
Total 2.68 0.95 1.81

http://www.legis.state.wi.us/lc/2002studies/MHP/oci17_10II.pdf
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Those insurers who operate an ASO business reported their “mandated” costs as follows:

ASO Ave Cost as a % of Total Benefits
Benefit 1987                1988                1989    

Mental Health & AODA 7.43 7.32 7.48
Diabetes 0.20 0.15 0.03
Home Health 0.10 0.12 0.30
Skilled Nursing Care 0.21 0.14 0.17
Kidney 0.24 0.64 0.34
Chiropractic 1.54 1.48 1.80
Total 9.73 9.84 10.12

Finally, the first report compared the cost of the selected mandates for group policies by
insurers reporting on both their insured and ASO business.  To make this comparison, the
percent of mandated benefits was combined with the percent of excess benefits to create a
total percentage and then compared to the percentage covered by ASO business.  The results
are as follows:

Average Percent Amounts Paid by Insured and Self-Insured Plans

Year Insured           ASO

1987 9.12  9.73
1988 8.77 9.84
1989 8.50 10.12

In 1991 OCI conducted a follow-up survey for activity in the year 1990 and issued a report.
The 1991 report differed from the earlier report in two respects.  First, mammography was
added to the list of mandates included in the survey.  This mandate first became effective in
1990.  Second, the mandates for diabetes, home health care, skilled nursing care and kidney
disease treatment were eliminated from the survey.  Data collected from 1987-1989
demonstrated that the costs of these mandates accounted for less than 1% of the total
medical benefits paid in each of the years studied.

As in previous years, the top ten group health insurers were asked to report the costs of
mandates and the costs of the total medical benefits paid.  Insurers who administer employer
self-funded benefit plans were asked to report on both their insured business and the self-
funded health care benefit plans to provide a measure of the differences between those plans.
In addition to mammography, the mandates highlighted in the 1991 report were mandates
covering nervous and mental disorders and alcoholism and other drug abuse (AODA), and
chiropractic services.
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The results of the 1991 survey revealed:

   Benefits as a %
         of Total Benefits-1990

Mandate Group             ASO

Mental Health & AODA 4.60 9.59
Mental Health & AODA Excess Benefits 0.92 N/A
Total Mental Health & AODA 5.52 9.59
Chiropractic 1.70 1.53
Mammograms 0.35 0.26
Total 7.57  11.38

Methodology

For the 2001 Mandate Survey, OCI requested the Life and Disability Advisory Council to
provide advice regarding selection of the mandates to survey.  OCI suggested the survey
include the mandates for Nervous and Mental Disorders, Alcoholism, and Other Drug Abuse;
Chiropractic Services; Diabetes; temporomandibular disorders (TMJ) ; and Child
Immunizations.  The basis for suggesting these five mandates was the Mental Health and
Chiropractic mandates were previously shown to exceed one percent of total benefits paid;
the TMJ and Child Immunization mandates were new mandates since the last study; and the
Diabetes mandate was subject to current legislation.  The Life and Disability Advisory Council
accepted OCI’s suggestion and recommended that all five mandates be surveyed.

OCI selected the top twenty insurers for both the group and individual health insurance market
as ranked by market share.  Insurers that no longer wrote new policies or wrote only limited
coverage (such as long term care, disability income and accident-only policies) were
eliminated.

Insurers were asked to provide a summary of cost data for the calendar year 2001 for the five
mandates selected by the Life and Disability Advisory Council.  Cost data included amounts
paid to provide the benefit, the amount of total benefits paid and any amounts paid in excess
of the benefits required by Wisconsin Statutes.  Also, for Child Immunizations, insurers were
asked to provide cost data on the additional benefits paid to comply with the statute for 2001,
the first year that this statute was effective.  If the insurer wrote both group and individual
health insurance products, they were asked to aggregate the data into those two groups.
Insurers were also asked to indicate the number of covered lives and the total premiums
collected for group and individual products.

If an insurer acted as a third-party administrator for self-funded companies, they were asked
to provide cost data only for those plans where at least one of the mandated benefits are
included by the plan.  Total benefit and premium data for plans where the company provides
administrative services only were limited to only those plans where at least one mandated
benefit or coverage was included.
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During the course of the survey, a question was raised regarding the selection of specific
codes for each mandate such as CPT, ICD-9, Revenue, HCPC and DRG codes in compiling
the data.  Because individual insurers applied various diagnostic codes for billing and
informational purposes, OCI recommended that insurers in consultation with actuarial and
other staff make the best estimation possible after evaluating the data and the statutes cited.
If there were some reservations or uncertainties in the application of various diagnostic codes,
insurers were instructed to note them by forwarding a narrative along with the completed
survey.

The previous surveys conducted in 1990 and 1991 identified distinctions and reported results
between HMO and traditional (Indemnity) plans.  This survey does not make these distinctions
given the concern expressed by the Small Employer Health Insurance Task Force was overall
cost, not cost based on plan type.

Description of Mandates Surveyed

In order to understand what a specific mandate covers, it is critical to review the enabling
statute and regulatory guidance.  As an appendix to this report, the full statute and guidance is
reproduced.

Chiropractors:  Appendix A
Nervous and Mental Disorders, Alcoholism, and Other Drug Abuse: Appendix B
Diabetes:  Appendix C
TMJ:  Appendix D
Child Immunizations: Appendix E

Results

OCI received responses from 21 group health insurers, including companies that have health
insurance products sold by multiple subsidiaries, covering over 1.6 million covered lives.
These group health insurers reported collecting $3.9 billion in total premiums while incurring
$3.5 billion in benefit expenses.  OCI received responses from 13 individual health writers
covering over 130,000 lives.  These individual health insurers reported $349 million in total
premiums while incurring $287 million in benefit expenses.  Of the insurers surveyed, 10
reported on their ASO business activity.  Those with ASO activity reported over $1 billion in
benefit payments covering in excess of 470,000 covered lives.

Nervous and Mental Disorders and Alcohol and Other Drug Abuse (MH/AODA)

Insurers were asked to present cost data regarding coverage for MH/AODA treatment.
Insurers were asked to identify costs for Inpatient, Outpatient and Transitional treatment costs.
Since this mandate does not apply to individual policies, insurers with individual plans were
not required to report on any costs, but ASO plans were asked to report on the coverage in
the plans they administer.  The insurers were also asked to report on any benefits they pay in
excess of the mandated amount.

Group health insurers reported $116 million in MH/AODA benefits paid, or 3.23% of total
benefits paid and 2.94% of total premium collected.  Benefit payments ranged from a low of
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.23% of benefits paid and .28% of premium collected to 24.25% of benefit paid and 10.35% of
premium collected, though most ranged from 3% to 5%.  The insurers also reported paying $4
million in excess benefits.  Not every group insurer reported that they paid excess benefits but
those that did reported that those benefits ranged from a high of nearly one half of one
percent of total benefits paid to insignificant amounts of .01% or less.  Broken down, group
insurers paid $18 million for inpatient costs, $62 million for outpatient treatment and $1.8
million for transitional treatment.  Some insurers reported that they did not account for
prescription drug costs by treatment type and merely accounted for them as MH/AODA costs.
A number of insurers reported that they do not include prescription drug costs under the
mandate when calculating benefit limits, due to internal procedures or technical concerns.  If
these costs had been included the amounts and percentages would be larger.  OCI is unable
to estimate what those additional costs would be or the effect on the survey results.

Insurers with ASO business reported $31.9 million in MH/AODA benefits paid, or 3.12% of
total benefits paid.  Benefit payments ranged from a low of .06% of benefits paid to 10.12% of
benefit paid, though most ranged from 2.5% to 5%.  The ASO administrators also reported
paying $6.1 million in excess benefits.  Not every group insurer reported that they paid excess
benefits but those that did reported that those benefits ranged from a high of 3.52% of total
benefits paid to .05%.  Broken down, ASO business reported paid $8.2 million for inpatient
costs, $19.3 million outpatient treatment and $238,000 for transitional treatment.  Again, some
ASO payers reported that they did not account for prescription drug costs by treatment type
and merely accounted for them as MH/AODA costs.

Average Cost as a % of Total Benefits
Mandate Group             Individual       ASO

Mental Health & AODA 3.23 N/A 3.12
Inpatient treatment 0.53 N/A 0.80
Outpatient treatment 0.09 N/A 1.89
Transitional Treatment 0.13 N/A 0.02

      Total Benefits
Mandate Group                   Individual           ASO

Mental Health & AODA  $116,000,000 N/A $31,900,000
Inpatient treatment 18,900,000 N/A  8,200,000
Outpatient treatment 62,300,000 N/A 19,300,000
Transitional Treatment 1,800,000 N/A 200,000
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 Excess benefits paid
Mandate Group                   Individual           ASO

Mental Health & AODA $4,440,000 N/A $6,183,900
Inpatient treatment 1,195,000 N/A 1,360,200
Outpatient treatment 607,000 N/A 1,065,100
Transitional Treatment 98,000 N/A  11,500

Chiropractic Services

Group health insurers reported $44 million in benefits paid under the Chiropractic mandate, or
1.24% of total benefits paid and 1.13% of total premium collected (see table on page 9).
Benefit payments ranged from a low of .03% of benefits paid and .04% of premium collected
to 22.8% of benefit paid and 9.73% of premium collected, though most ranged from 1.5% to
3%.  The insurers did not report any excess benefit payments.

Individual health insurers reported $1.8 million in benefits paid under the Chiropractic
mandate, or .64% of total benefits paid and .52% of total premium collected.  Benefit
payments ranged from a low of .07% of benefits paid and .07% of premium collected to 2.14%
of benefit paid and 1.88% of premium collected.

Insurers with ASO business reported $13.7 million in benefits paid under the Chiropractic
mandate, or 1.35% of total benefits.  Benefit payments ranged from a low of .31% of benefits
paid up to 1.73% of benefit paid. The ASO administrators did not report any excess benefit
payments for Chiropractic Services, as defined under the mandate.

Some insurers and administrators of ASO business reported that their chiropractic services
benefits were contracted out to providers through contracts utilizing capitation arrangements,
usually meaning that health plans pay a flat fee per member/per month to the provider.
Insurers reported their captitation payments as costs.   While those costs reflect the actual
cost to the insurer or ASO plans, they do not reflect the actual utilization of the benefit.

 Diabetes

Group health insurers reported $21.2 million in benefits paid under the Diabetic mandate, or
.59% of total benefits paid and .54% of total premium collected (see table on page 9).  Benefit
payments ranged from a low of .04% of benefits paid and .02% of premium collected to 2.5%
of benefit paid and 2.4% of premium collected.

Individual health insurers reported $1.2 million in benefits paid under the Diabetic mandate, or
.44% of total benefits paid and .36% of total premium collected.  Benefit payments ranged
from a low of .003% of benefits paid and .003% of premium collected to .75% of benefit paid
and .66% of premium collected.  Individual health insurers did not report any payments in
excess of the mandate.
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Insurers with ASO business reported $2.2 million in benefits paid under the Diabetic mandate,
or .22% of total benefits.  Benefit payments ranged from a low of .04% of benefits paid up to
.38% of benefit paid. The ASO administrators did not report any excess benefit payments for
the Diabetes services, as defined under the mandate.

Child Immunizations

Group health insurers reported $14.5 million in benefits paid under the Child Immunization
mandate, or .40% of total benefits paid and .37% of total premium collected (see table on
page 9).  Benefit payments ranged from a low of .04% of benefits paid and .03% of premium
collected to 3.5% of benefit paid and 1.9% of premium collected.

Individual health insurers reported $293,000 in benefits paid under the Child Immunization
mandate, or .01% of total benefits paid and .01% of total premium collected.  Benefit
payments ranged from a low of .002% of benefits paid and .002% of premium collected to
.46% of benefit paid and .56% of premium collected. Some individual insurers reported excess
benefit payments of $23,652.

Insurers with ASO business reported $5.2 million in benefits paid under the Child
Immunization mandate, or .52% of total benefits.  Benefit payments ranged from a low of .12%
of benefits paid up to .2.69% of benefit paid. The ASO administrators did not report any
excess benefit payments for child immunization, as defined under the mandate.

The Child Immunization mandate was a new mandate in 2001.  Insurers and ASO plans were
asked to provide the marginal cost data for this mandate.  Marginal cost refers to the extra
benefits that must be provided in order to bring their plans into compliance with the mandate.
Most insurers and ASO services reported that they were already provided services equal to
the mandate and, therefore, experienced no marginal cost increases.  Two group health
insurers did report a marginal cost of .194% and .442% of total benefits. Two individual health
insurers reported a marginal cost of .112% and .292% of total benefits.

TMJ Disorders

Group health insurers reported $2.2 million in benefits paid under the TMJ mandate, or .06%
of total benefits paid and .06% of total premium collected (see table on page 9).  Benefit
payments ranged from a low of .019% of benefits paid and .011% of premium collected to
.18% of benefit paid and .17% of premium collected.   Group health insurers reported paying
$169,486 in excess benefits for TMJ Disorders

Individual health insurers reported $25,978 in benefits paid under the TMJ mandate, or .009%
of total benefits paid and .007% of total premium collected.  Benefit payments ranged from a
low of .013% of benefits paid and .010% of premium collected to .09% of benefit paid and
.09% of premium collected. Individual insurers did not report any excess benefit payments for
TMJ Disorders.

Insurers with ASO business reported $583,810 in benefits paid under the TMJ mandate, or
.52% of total benefits.  Benefit payments ranged from a low of .12% of benefits paid up to
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2.69% of benefit paid. The ASO administrators reported paying $24,989 in excess benefit
payments for TMJ Disorders.

Summary of Results
Average Cost as a % of Total Benefits

Mandate Group             Individual       ASO

Mental Health & AODA 3.23 N/A 3.12
Chiropractic Services 1.24 0.64 1.35
Diabetes 0.59 0.44 0.22
Child Immunizations 0.40 0.10 0.52
TMJ Disorders 0.06 0.009 0.06
Total 5.53% 1.18% 5.26%

     Total Benefits
Mandate Group                   Individual        ASO

Mental Health & AODA 116,000,000 N/A 31,954,000
Chiropractic Services 44,804,800 1,833.4 13,787,700
Diabetes 21,229,000 1,250.3 2,263,700
Child Immunizations 14,558,000 293.2  5,278,900
TMJ Disorders 2,270,400 25.9 583,800

Excess benefits paid
Mandate Group                   Individual           ASO

Mental Health & AODA  4,440,100 N/A 6,183,900
Chiropractic Services  0 0 0
Diabetes  0 0 0
Child Immunizations  1,169,000 23,600  1,656,400
TMJ Disorders  169,400 0 24,900

CONCLUSIONS

1. The average cost of the five mandates included in the survey as a percentage of total
benefits has decreased slightly since the previous surveys of activity in 1987-1990.  This
may be a result of the cost of health care services in general increasing more quickly than
the cost of mandated benefits.  In addition, prescription drug utilization and costs have
been increasing more rapidly than other costs.  Some insurers who responded to the
survey indicated they did not include these costs in their response.

2. ASO contracts continue to provide benefits consistent with those provided by insured
plans.  This may be explained, in part, by the fact that only large employers are able to
self-fund their health benefits and larger employers tend to offer more comprehensive
benefits than small employers.  An additional consideration is that the ASO contracts
included in the survey are those administered by a licensed insurer.  As a result of this
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arrangement, they may develop benefit plans that are similar to those offered by these
companies for their insured products which are required to provide the mandated benefits.

3. There is no way to determine from the data collected the extent to which the services
provided through these mandated coverages are substitutes for other medical benefits
included in an insurance policy.

4. The survey only considered five mandated benefits.  Therefore, this data cannot be used
to determine the total cost of mandated benefits.
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Appendix A

Chiropractors

632.87(3)(a) No policy, plan or contract may exclude coverage for diagnosis and treatment of
a condition or complaint by a licensed chiropractor within the scope of the chiropractor's
professional license, if the policy, plan or contract covers diagnosis and treatment of the
condition or complaint by a licensed physician or osteopath, even if different nomenclature is
used to describe the condition or complaint. Examination by or referral from a physician shall
not be a condition precedent for receipt of chiropractic care under this paragraph. This
paragraph does not:

632.87(3)(a)1 Prohibit the application of deductibles or coinsurance provisions to chiropractic
and physician charges on an equal basis.

632.87(3)(a)2 Prohibit the application of cost containment or quality assurance measures to
chiropractic services in a manner that is consistent with cost containment or quality assurance
measures generally applicable to physician services and that is consistent with this section.

632.87(3)(b) No insurer, under a policy, plan or contract covering diagnosis and treatment of a
condition or complaint by a licensed chiropractor within the scope of the chiropractor's
professional license, may do any of the following:

632.87(3)(b)1  Restrict or terminate coverage for the treatment of a condition or a complaint
by a licensed chiropractor within the scope of the chiropractor's professional license on the
basis of other than an examination or evaluation by or a recommendation of a licensed
chiropractor or a peer review committee that includes a licensed chiropractor.

632.87(3)(b)2  Refuse to provide coverage to an individual because that individual has been
treated by a chiropractor.

632.87(3)(b)3 Establish underwriting standards that are more restrictive for chiropractic care
than for care provided by other health care providers.

632.87(3)(b)4 Exclude or restrict health care coverage of a health condition solely because
the condition may be treated by a chiropractor.

632.87(3)(c) An exclusion or a restriction that violates par. (b) is void in its entirety.
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Appendix B

Nervous and Mental Disorders, Alcoholism, and Other Drug Abuse-

632.89 Required coverage of alcoholism and other diseases.
632.89 (1) Definitions. In this section:

632.89(1)(a) "Collateral" means a member of an insured's immediate family, as defined in s.
632.895 (1).

632.89(1)(c) "Hospital" means any of the following:

632.89(1)(c)1. A hospital licensed s. 50.35.

632.89(1)(c)2. An approved private treatment facility as defined s. 51.45 (2) (b).

632.89(1)(c)3. An approved public treatment facility as defined in s. 51.45 (2) (c).

632.89(1)(d) "Inpatient hospital services" means services for the treatment of nervous and
mental disorders or alcoholism and other drug abuse problems that are provided in a hospital
to a bed patient in the hospital.

632.89(1)(e) "Outpatient services" means nonresidential services for the treatment of nervous
or mental disorders or alcoholism or other drug abuse problems provided to an insured and, if
for the purpose of enhancing the treatment of the insured, a collateral by any of the following:

632.89(1)(e)1. A program in an outpatient treatment facility, if both are approved by the
department of health and family services, the program is established and maintained
according to rules promulgated s. 51.42 (7) (b) and the facility is certified under s. 51.04.

632.89(1)(e)2. A licensed physician who has completed a residency in psychiatry, in an
outpatient treatment facility or the physician's office.

632.89(1)(e)3. A licensed psychologist who is listed in the national register of health service
providers in psychology or who is certified by the American board of professional psychology.

632.89(1)(em) "Policy year" means any period of time as defined by the group or blanket
disability insurance policy that does not exceed 12 consecutive months.

632.89(1)(f) "Transitional treatment arrangements" means services for the treatment of
nervous or mental disorders or alcoholism or other drug abuse problems that are provided to
an insured in a less restrictive manner than are inpatient hospital services but in a more
intensive manner than are outpatient services, and that are specified by the commissioner by
rule under sub. (4).

632.89(2) Required coverage.

632.89(2)(a) Conditions covered.



Mandated Benefits in Insurance Policies October 2002

Office of the Commissioner of Insurance oci.wi.gov
- 21 -

632.89(2)(a)1. A group or blanket disability insurance policy issued by an insurer shall provide
coverage of nervous and mental disorders and alcoholism and other drug abuse problems if
required by and as provided in pars. (b) to (e).

632.89(2)(a)2. Except as provided pars. (b) to (e), coverage of conditions subd. 1. by a policy
may be subject to exclusions or limitations, including deductibles and copayments, that are
generally applicable to other conditions covered under the policy.

632.89(2)(b) Minimum coverage of inpatient hospital, outpatient and transitional treatment
arrangements.

632.89(2)(b)1. Except as provided in subd. 2., if a group or blanket disability insurance policy
issued by an insurer provides coverage of inpatient hospital treatment or outpatient treatment
or both, the policy shall provide coverage in every policy year as provided pars. (c) to (dm), as
appropriate, except that the total coverage under the policy for a policy year need not exceed
$7,000 or the equivalent benefits measured in services rendered.

632.89(2)(b)2. The amount under subd. 1. may be reduced if the policy is written in
combination with major medical coverage to the extent that results in combined coverage
complying with subd. 1.

632.89(2)(c) Minimum coverage of inpatient hospital services.

632.89(2)(c)1. If a group or blanket disability insurance policy issued by an insurer provides
coverage of any inpatient hospital treatment, the policy shall provide coverage for inpatient
hospital services for the treatment of conditions under par. (a) 1. as provided in subd. 2.

632.89(2)(c)2. Except as provided in par. (b), a policy under subd. 1. shall provide coverage in
every policy year for not less than the lesser of the following:

632.89(2)(c)2.a. The expenses of 30 days as an inpatient in a hospital.

632.89(2)(c)2.b. Seven thousand dollars minus any applicable cost sharing at the level
charged under the policy for inpatient hospital services or the equivalent benefits measured in
services rendered or, if the policy does not use cost sharing, $6,300 in equivalent benefits
measured in services rendered.

632.89(2)(d) Minimum coverage of outpatient services.

632.89(2)(d)1. If a group or blanket disability insurance policy issued by an insurer provides
coverage of any outpatient treatment, the policy shall provide coverage for outpatient services
for the treatment of conditions under par. (a) 1. as provided in subd. 2.

632.89(2)(d)2. Except as provided in par. (b), a policy under subd. 1. shall provide coverage in
every policy year for not less than $2,000 minus any applicable cost sharing at the level
charged under the policy for outpatient services or the equivalent benefits measured in
services rendered or, if the policy does not use cost sharing, $1,800 in equivalent benefits
measured in services rendered.
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632.89(2)(dm) Minimum coverage of transitional treatment arrangements.

632.89(2)(dm)1. If a group or blanket disability insurance policy issued by an insurer provides
coverage of any inpatient hospital treatment or any outpatient treatment, the policy shall
provide coverage for transitional treatment arrangements for the treatment of conditions under
par. (a) 1. as provided in subd. 2.

632.89(2)(dm)2. Except as provided in par. (b), a policy under subd. 1. shall provide coverage
in every policy year for not less than $3,000 minus any applicable cost sharing at the level
charged under the policy for transitional treatment arrangements or the equivalent benefits
measured in services rendered or, if the policy does not use cost sharing, $2,700 in equivalent
benefits measured in services rendered.

632.89(2)(e) Exclusion. This subsection does not apply to a health care plan offered by a
limited service health organization, as defined in s. 609.01 (3).

632.89(2m) Liability to the state or county. For any insurance policy issued on or after
January 1, 1981, any insurer providing hospital treatment coverage is liable to the state or
county for any costs incurred for services an inpatient health care facility, as defined in s.
50.135 (1), or community-based residential facility, as defined in s. 50.01 (1g), owned or
operated by a state or county, provides to a patient regardless of the patient's liability for the
services, to the extent that the insurer is liable to the patient for services provided at any other
inpatient health care facility or community-based residential facility.

632.89(3m) Issuance of policy. Every group or blanket disability insurance policy subject to
sub. (2) shall include a definition of "policy year".

632.89(4) Specify transitional treatment arrangements by rule. The commissioner shall
specify by rule the services for the treatment of nervous or mental disorders or alcoholism or
other drug abuse problems, including but not limited to day hospitalization, that are covered
under sub. (2) (dm).

632.89(5) Medicare exclusion. No insurer or other organization subject to this section is
required to duplicate coverage available under the federal medicare program.
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Appendix C

Diabetes

632.895(6) Equipment and supplies for treatment of diabetes. Every disability insurance
policy which provides coverage of expenses incurred for treatment of diabetes shall provide
coverage for expenses incurred by the installation and use of an insulin infusion pump,
coverage for all other equipment and supplies, including insulin or any other prescription
medication, used in the treatment of diabetes, and coverage of diabetic self-management
education programs. Coverage required under this subsection shall be subject to the same
exclusions, limitations, deductibles, and coinsurance provisions of the policy as other covered
expenses, except that insulin infusion pump coverage may be limited to the purchase of one
pump per year and the insurer may require the insured to use a pump for 30 days before
purchase.
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Appendix D

TMJ Disorders

632.895(11) Treatment for the correction of temporomandibular disorders.
632.895(11)(a) Except as provided in par. (e), every disability insurance policy, and every self-
insured health plan of the state or a county, city, village, town or school district, that provides
coverage of any diagnostic or surgical procedure involving a bone, joint, muscle or tissue shall
provide coverage for diagnostic procedures and medically necessary surgical or nonsurgical
treatment for the correction of temporomandibular disorders if all of the following apply:

632.895(11)(a)1. The condition is caused by congenital, developmental or acquired deformity,
disease or injury.

632.895(11)(a)2. Under the accepted standards of the profession of the health care provider
rendering the service, the procedure or device is reasonable and appropriate for the diagnosis
or treatment of the condition.

632.895(11)(a)3. The purpose of the procedure or device is to control or eliminate infection,
pain, disease or dysfunction.

632.895(11(b)
632.895(11)(b)1. The coverage required under this subsection for nonsurgical treatment
includes coverage for prescribed intraoral splint therapy devices.

632.895(11)(b)2. The coverage required under this subsection does not include coverage for
cosmetic or elective orthodontic care, periodontic care or general dental care.

632.895(11)(c)
632.895(11)(c)1. The coverage required under this subsection may be subject to any
limitations, exclusions or cost-sharing provisions that apply generally under the disability
insurance policy or self-insured health plan.

632.895(11)(c)2. Notwithstanding subd. 1., the coverage required under this subsection for
diagnostic procedures and medically necessary nonsurgical treatment for the correction of
temporomandibular disorders may not exceed $1,250 annually.

632.895(11)(d) Notwithstanding par. (c) 1., an insurer or a self-insured health plan of the state
or a county, city, village, town or school district may require that an insured obtain prior
authorization for any medically necessary surgical or nonsurgical treatment for the correction
of temporomandibular disorders.

632.895(11)(e) This subsection does not apply to any of the following:

632.895(11)(e)1. A disability insurance policy that covers only dental care.

632.895(11)(e)2. A medicare supplement policy, as defined in s. 600.03 (28r).
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Appendix E

Child Immunizations

632.895(14) Coverage of immunizations.
632.895(14)(a) In this subsection:

632.895(14)(a)1. "Appropriate and necessary immunizations" means the administration of
vaccine that meets the standards approved by the U.S. public health service for such
biological products against at least all of the following:

632.895(14)(a)1a. Diphtheria.

632.895(14)(a)1.. Pertussis.

632.895(14)(a)1.c. Tetanus.

632.895(14)(a)1.d. Polio.

632.895(14)(a)1.e. Measles.

632.895(14)(a)1.f. Mumps.

632.895(14)(a)1.g. Rubella.

632.895(14)(a)1.h. Hemophilus influenza B.

632.895(14)(a)1.i. Hepatitis B.

632.895(14)(a)1.j. Varicella.

632.895(14)(a)2. "Dependent" means a spouse, an unmarried child under the age of 19 years,
an unmarried child who is a full-time student under the age of 21 years and who is financially
dependent upon the parent, or an unmarried child of any age who is medically certified as
disabled and who is dependent upon the parent.

632.895(14)(b) Except as provided in par. (d), every disability insurance policy, and every self-
insured health plan of the state or a county, city, town, village or school district, that provides
coverage for a dependent of the insured shall provide coverage of appropriate and necessary
immunizations, from birth to the age of 6 years, for a dependent who is a child of the insured.

632.895(14)(c) The coverage required under par. (b) may not be subject to any deductibles,
copayments, or coinsurance under the policy or plan. This paragraph applies to a defined
network plan, as defined in s. 609.01 (1b), only with respect to appropriate and necessary
immunizations provided by providers participating, as defined in s. 609.01 (3m), in the plan.

632.895(14)(d) This subsection does not apply to any of the following:
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632.895(14)(d)1. A disability insurance policy that covers only certain specified diseases.

632.895(14)(d)2. A disability insurance policy that covers only hospital and surgical charges.

632.895(14)(d)3. A health care plan offered by a limited service health organization, as
defined in s. 609.01 (3), or by a preferred provider plan, as defined in s. 609.01 (4), that is not
a defined network plan, as defined in s. 609.01 (1b).

632.895(14)(d)4. A long-term care insurance policy, as defined s. 600.03 (28g).

632.895(14)(d)5. A medicare replacement policy, as defined in s. 600.03 (28p).

632.895(14)(d)6. A medicare supplement policy, as defined in s. 600.03 (28r).
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